CONTRIBUTION TO THE SURGERY OF GASTRIC 
ULCER. 

BY J. NIEMACK, M.D., 

OF CHARLES CITY, IOWA. 

Case I.— Traumatic Ulcer of Stomach; Prof use Hcemalemc- 
sis; Gastrotomy; Detection and Ligation of Ulcerated Area; 
Recovery. 

H. M., twenty years old. No previous diseases, family his¬ 
tory good. Two weeks ago, while pitching hay, he broke the 
handle of the pitchfork and tumbled backward, bending his spine 
and overstretching his abdomen. He kept on working, and felt 
all right in every way until a few days ago, when a slight but 
daily increasing discomfort in the left hypogastrium began. This 
feeling finally disabled him from work and made him seek medi¬ 
cal aid. He is a sturdy-looking farmer of middle size, does not 
look sick. On examination nothing abnormal is found in any of 
his organs, except a slight soreness over a distinct area in the 
left hypogastrium. He received a tablespoonful of castor oil, and 
as there was no movement after six hours, a soap enema was given 
and his lower abdomen gently massaged. The large ensuing 
movement was partly yellow, partly tarry. Before he got up 
from the chair he fainted, and vomited nearly two quarts of fresh 
blood mixed with black clots. He was at once carried to bed; a 
light ice-bag applied over the stomach, bismuth and adrenalin 
given by mouth; light feeding by rectum. On the third day an 
acute pain was complained of over the ascending colon, which 
made the nurse apply an ice-bag over this place. In the follow¬ 
ing night he was taken with another hremorrhage of nearly a 
quart. No other stimulants were used, although patient felt 
pretty weak; but the same medication as before continued and 
immediate operation advised. His pulse had risen from 64 to 88, 
and remained of fair quality. 

Upon the presumption that he was suffering from a trau¬ 
matic ulceration of the stomach, the abdomen was opened, but 
neither inspection nor palpation revealed the site of an ulcer. A 
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vertical incision was then made through the stomach wall, and 
with a large speculum and an electric headlight a patient search 
for the ulceration was instituted, starting to the left, where sore¬ 
ness had been complained of. The chloroform narcosis was well 
borne, and at the end of nearly an hour a shiny white spot of 
about a bean’s size to the right of the spine and on the posterior 
wall of the stomach came into sight. With long forceps this part 
was raised out of the abdomen, at the same time removing the 
speculum, and a silk thread catching mucosa and muscularis was 
carried round the defect. The bismuth thrombus evidently oc¬ 
cluded a perforation in a large ascending artery. The purse¬ 
string was now tied, without removing the supposedly aseptic 
thrombus, sufficiently tight to bring close together, but not to 
bleach, the included mucosa, and the parts dropped back. There 
was no more bleeding and no other ulcerations were found. The 
stomach incision was closed by three rows of suture and the ab¬ 
dominal wound closed in the usual way. For two weeks patient 
was fed by rectum, and after three weeks discharged, with care¬ 
ful injunctions as to his diet. 

The intestines had not had any rough handling; in fact, ex¬ 
cept for the first palpation, the stomach was never touched by the 
fingers. There was never any pain nor vomiting, though the pa¬ 
tient had been under chloroform more than two hours. He has 
been perfectly well, doing hard farm work for the last fourteen 
months.* 


The following points deserve attention: First. The place 
of soreness did not correspond to the location of the lesion, and 
time might have been saved by concentrating the attention 
from the beginning to the pyloric half where such lesions are 
usually found. Second. The location of the ulcer seems to 
uphold the theory that it is the pressure of the spine against 
the full stomach which causes traumatic ulcers in similar con¬ 
ditions. Third. The fact that the white bismuth thrombus 
freed superficially from the admixture of blood by digestion 
gave great help in locating the trouble makes it advisable to 

* Since his operation, the New York Life has issued an insurance 
policy on his life. 
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give large doses of this drug during or right after a gastric 
haemorrhage, that it may be included in the thrombus if surgi¬ 
cal intervention is intended. Fourth. This patient is certainly 
better off than he would be if, following the fashion, we had 
performed gastro-enterostomy, and for acute htemorrhagic 
ulceration our proceedings should always be considered the 
ideal operation. 

Case II.— Annular Ulceration at Pyloric Region of Stom¬ 
ach; Stenosis of Pylorus; Perforation of Stomach Wall, with 
Formation of Post-gastric Cavity confined by Inflammatory Ad¬ 
hesions; Posterior Gastro-enterostomy; Death. 

Mrs. E. S., aged forty-eight years, had been troubled with 
indigestion, pain in the stomach, vomiting, and costiveness since 
girlhood. A year and a half ago I saw her first in consultation. 
She had been vomiting large amounts of nearly clear fluid, was 
unable to retain anything in her stomach, and had very severe pain 
in the right epigastrium. She was poorly nourished, with a sal¬ 
low complexion and an expression of suffering; pulse, 100; 
temperature, 99.5 0 to ioi° F. Her tongue was red and glossy; 
her teeth had lost their ivory, looking rather transparent Tike 
horn; her breath had an intense odor like chloroform. Urine, 
light colored, gave the diacetic acid reaction; she was belching 
up gas at frequent intervals. Through the thin abdominal walls 
the stomach could be felt ballooned, but little enlarged; to the 
right, just below the ribs, was an induration about three inches 
in diameter very painful to touch; the percussion note here was 
dull tympanitic. Vomitus contained much hydrochloric acid, and 
had a strong peptic action. Diagnosis, hypcrchlorhydria, chronic 
ulcer, with perforation and perigastric adhesions near the pylorus. 
She eventually recovered from this attack, but a slight indura¬ 
tion and pain remained. She has had about eight similar attacks 
since, but much lighter, till her coming to the hospital, December 
19, 1903. 

Operation had been most urgently advised from the begin¬ 
ning, but for business reasons she had postponed it again and 
again. Her intermediary attacks lasted from four to eight days, 
after which time she felt well and able to digest her food. She 
finally allowed herself to be taken to the hospital after ten days 
had gone by without any improvement. Since the fourth day her 
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bowel had become intolerant to rectal feeding. At laparotomy 
the pyloric part of the stomach was found transformed into a 
large tumor with smooth surface adherent towards the spine. A 
posterior gastro-enterostomy was done by the McGraw ligature 
and the abdomen closed. The operation had been speedily done 
under chloroform and the patient rallied on the table. No shock. 
For six hours she did well, cheerfully talking to her relatives; 
later complained of slight pain. She received an eighth of mor¬ 
phine, then gradually sank, and twenty hours later'was dead. 
Vigorous stimulation with adrenalin, strychnine, hypodcrmocly- 
sis were of no avail. The respiration stopped long before the 
heart ceased beating. 

Post-mortem: after opening the stomach the walls were 
found atrophic, the pyloric part surrounded by a broad annular 
ulceration with pouting outlines; the pylorus itself was trans¬ 
formed into a small triangular slit permeable for a probe, the 
surrounding tissue of cartilaginous hardness. Immediately above 
the pyloric opening the ulceration had dissected loose a bean¬ 
shaped piece of the indurated stomach wall, which was still ad¬ 
herent for a quarter of an inch by a thin bridge to its original 
position, and could be made to drop down like a valve in front 
of the pyloric opening, closing it perfectly. Directly backward 
from the pylorus was a smooth opening permeable for the tip 
of the little finger; this led into a cavity of about two inches in 
diameter, with smooth surface obliterating the Winslow fora¬ 
men; pancreas and omentum formed the walls of this cavity. 
No changes in or around the gall-bladder. Microscopically, 
malignancy was excluded. 

The inanition had been caused by this strange valve forma¬ 
tion at the pylorus which evidently had developed but lately. 
During the last year of her life the patient had repeatedly ob¬ 
served that by making pressure on the epigastrium over the 
tumor she could relieve a heavy feeling that came on during diges¬ 
tion, and immediately would belch up a great deal of gas. A 
condition like this may easily lead to the diagnosis of hour-glass 
stomach. How much the circumstance of her pancreas being 
exposed to the gastric juice may have had to do with the diacctic 
acid formation in her system can only be suspected. 

Case III .—Gastric Dilatation with Perforating Ulcer marked 
by Symptoms of Appendicitis; Tetany; Hcematemcsis; Death. 
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Miss M. R., aged sixteen years, was seen in consultation 
with Dr. Miner. She was a tall, slender, pale, poorly nourished 
girl. For a few days she had experienced pain of a continuous 
character which extended from her back and right hypochon- 
drium into the right leg. She walked with a limp. Temperature, 
103° F.; pulse, no. Abdomen not rigid, sore to touch in the 
lower right quadrant; her face did not express pain, but she 
looked tired. Tongue red, no headache. Slight nausea had ex¬ 
isted for a few days, but no vomiting; bowels costive, urine free, 
pressure on McBurney’s point was distinctly painful. Nowhere 
else could any pain be elicited by pressure. The hip-joint was per¬ 
fectly free. Castor oil, with absolute rest and no feeding, was or¬ 
dered. Temperature rose in six hours to 105 degrees, pulse 112. 
On the following morning, after several good bowel movements 
and a very restless night, temperature was 105° F., pulse 118, 
other conditions same as before, no tumor formation over the right 
ileum. No enlargement of spleen. A diagnosis was made of 
appendicitis, probably, gangrenosa, and operation was performed. 
On opening the abdomen by muscle splitting, the appendix looked 
pretty normal; there were no adhesions. It was removed and 
found filled with tomato seeds and a yellowish brown ill-smelling 
pulp down to the tip. There was no stricture. It was noticed that 
the ileum looked slightly purplish and the liver came down an inch 
and a half below the ribs in the axillary line. Peritoneum as far 
as visible had the normal gloss everywhere. The wound was 
closed and further developments awaited. The temperature fell 
steadily, till on the evening of the second day it was 100.7° F., 
pulse 100. She had taken milk whey and liquid peptonoids dur¬ 
ing the day and slept well that night. Became restless and irra¬ 
tional on the third afternoon. On the fourth morning, tempera¬ 
ture 100.3° F., pulse 108. She was nearly unconscious, had to be 
cathcterized. Slight icterus. On the fifth day deep coma, urine 
passed involuntarily, rectal injections were not retained, jaundice 
fully developed. No abdominal facies. Her jaws were tightly set, 
arms and legs in continual incoordinate motion, temperature and 
pulse went up. Abdomen full, not rigid; no bowel movement since 
operation; frequent singultus. The lower left side of the abdomen 
was bulging, dull on percussion with large wave of fluctuation. 
Wound looked and felt normal. Over the lower lateral part of the 
liver there was a feeling of crepitation like air below the abdominal 
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walls. After forcing the jaws open, a stomach-tube was intro¬ 
duced, and nearly three quarts of dark bloody fluid with some 
larger blood-clots removed; a great amount of gas passed out 
through the tube. Immediately the abdomen collapsed and became 
soft. The wound and neighborhood were found to be absolutely 
normal, percussion of the sides now gave no dulness. On the 
sixth day temperature nearly 103° F., pulse between 120 and 150, 
nutrient encmata not retained, very little urine voided involun¬ 
tarily. The clinical picture of tetany was now fully developed. 
Hypodermic strychnine, adrenalin, and large saline infusions. On 
the sixth and seventh days four hot baths of no degrees were 
given. Her temperature averaged 102° F., pulse 130. On the 
eighth day the tetany movements had perfectly ceased, jaundice 
had nearly disappeared, and consciousness had returned. Her 
pulse had gone down to 108. She was given fluid by mouth. 
Diuresis was started so that she voided altogether, spontaneously, 
fifty ounces of high-colored urine within thirty hours. Some hard 
pieces were removed from the bowels by enema. But temperature 
rose again to 105° F. and pulse to 150. A test with the stomach- 
tuhe after the first twenty hours of feeding by mouth gave only 
one ounce of greenish fluid, so feeding was continued. Neverthe¬ 
less, the bulging over the left iliac region and the jaundice in¬ 
creased again, singultus came on, and the next time the stomach- 
tube brought away over a quart of nearly pure blood. The body 
became covered with petechial haemorrhages; the wound began 
to bleed. She died on the eleventh day. No post-mortem was 
allowed. I highly regret this latter circumstance; nevertheless, 
I deem it opportune to report the case. The diagnosis made on 
fifth day has been gastric dilatation with perforating ulcer, tetany, 
hepatoptosis, icterus caused by kinking of the gall-ducts from 
traction on duodenum and liver. The impossibility of getting any 
fluid beyond the sigmoid flexure was evidently due to the gas- 
trectasia. Possibly there were adhesions. The girl died from 
highest emaciation and intoxication. Getting nourishment into 
her had been for days the indicatio vitalis, and as the rectal route 
remained impossible we had to feed by mouth. With what prom¬ 
ising results, the diuresis shows. But the immediate relapse of 
gastric dilatation brought on the end. I especially wish to call 
attention to the marked influence of the hot baths upon her ner¬ 
vous condition. 
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SO 

The diagnosis of gangrenous appendicitis had been based 
upon the local soreness over McBurney’s point with radiating 
pains in right side and leg, nausea, high fever increasing even 
after bowel movement, high pulse-rate, absence of palpable adhe¬ 
sions, and absence of any other detectable conditions which might 
account for the fever. With this diagnosis fairly established im¬ 
mediate operation was imperative. Her fever fell after operation 
in a way that would seem to substantiate the diagnosis. The con¬ 
dition of the ileum raised the question of typhoid, but the clinical 
facts did not uphold this idea. The girl had the habitus of gen¬ 
eral splanchnoptosis. I cannot lay the gastric dilatation to a 
belated influence of the narcosis, which was short, light, and not 
followed by nausea or shock. There was no septic peritonitis; 
in consequence, the only explanation for aseptic air-bubbles in 
abdomen is offered by accepting a small gastric perforation. With 
this diagnosis once suggested, gastro-enterostomy would have 
been performed at the earliest possible chance. This chance never 
came. 



